The present study investigated the prevalence of female-to-male intimate partner violence (IPV) and mental health symptoms among 370 male university students. Participants completed surveys that measured three types of IPV victimization (sexual, physical, and psychological) and four types of mental health symptoms (anxiety, depression, hostility, and somatic symptoms). Correlations revealed strong positive associations between sexual, physical, and psychological IPV among male victims. Multiple regressions identified that males who reported psychological and sexual IPV from their female partner were more likely to report higher hostility, anxiety, and somatic symptoms. Further analyses identified that male victims experienced much higher levels of "insisted" sexual coercion rather than "forced" sexual coercion. Mental health practitioners should be aware of the possible mental health symptoms among male IPV victims, specifically from sexual coercion. The study posits that gender socialization does not allow men to refuse sex from an intimate partner and therefore elicit mental health symptoms.
Since the 1970s, studies have revealed the prevalence and consequences of female-to-male partner violence (e.g., Archer, 2000; Fiebert, 2004; Gelles, 1974; Graham-Kevan, 2006; Straus & Gelles, 1990; Tjaden, & Thoennes, 2000) . For example, in a recent study, Próspero and Vohra-Gupta (2007) found that 82% of college student respondents experienced verbal aggression, 49% physical assault, and 46% sexual coercion at least once in the past year. Hines (2007) reported that approximately 26% of men received some form of continuous violence from their partner. Próspero and Kim (in press) also revealed that male victims of IPV existed across four racial/ethnic groups in a U.S. sample. Felson and Outlaw (2007) revealed that the use of physical violence by women against male partners was related to jealousy and control. Male victims of IPV are not present just in gay couples, as a recent study identified that the majority of male victims are in a relationship with a female partner (Hines, Dunning, & Brown, 2007 ).
Archer 's (2000) meta-analysis revealed that male victims of IPV reported severe physical injuries, with 35% of men requiring medical treatment as a result of their female partner's aggression. However, only recently have mental health consequences among male IPV victims been investigated. Research has revealed that male victims of IPV suffer from posttraumatic stress disorder (PTSD), depression symptoms, and suicidal ideations (Anderson, 2002; Fergusson, Horwood, & Ridder, 2005; Holtzworth-Monroe, Smutzer, & Sandin, 1997) . Similarly, another recent study revealed that male victims who sustained high severe levels of IPV were strongly associated with PTSD symptoms (Hines, 2007) . Próspero (2007) also revealed that male IPV victims who reported higher symptoms of depression and anxiety were related to experiencing higher levels of partner violence. Male IPV victims reported increased mental health symptoms from coercive controlling behaviors from female partners, such as isolating from friends and family, public shaming, and threats in leaving the relationship (Próspero, in press) .
Although the research suggests that IPV victimization among men greatly increases the risk of mental health problems, studies have not investigated how different types of IPV victimization, such as physical and sexual IPV, were associated with different mental health symptoms, such as anxiety and depression, among male IPV victims. That is, sexual IPV victimization may be more likely to elicit depressive symptoms than physical IPV victimization among male victims. The purpose of the present study was to investigate how different types of IPV victimization was associated with different types of mental health symptoms among male victims of IPV. The present study investigated the effects of three different types of partner violence (psychological, physical, and sexual) and four different types of mental health (anxiety, depression, hostility, and somatic symptoms) among men who reported IPV victimization. The research questions were as follows: (a) Is there a relationship between three types of female-to-male IPV (psychological, physical, and sexual)? (b) Is there an association between three types of female-to-male IPV (psychological, physical, and sexual) with the four types of mental health symptoms (anxiety, depression, hostility, and somatic symptoms)?
Method

Participants and Procedure
University students from undergraduate general psychology and business classes at a pubic university in the southeastern part of the United States were recruited as part of a university project aimed at reducing the dating violence that was steadily increasing on campus. The author(s) attended the classes and provided the students with a concise description of the study and explained their rights as research participants (e.g., do not have to participate in study; can terminate participation in the study whenever they wished). The author(s) provided exclusion/inclusion criteria of the study and a short description of the study. The participants were required to be legal adults and have an intimate heterosexual relationship within the past year that lasted at least 3 months, which is a norm in the IPV literature with community samples (e.g., Anderson, 2002) . The author(s) explained to the students that additional information was provided on the consent form (e.g., information for mental health services). After providing informed consent from participants, the author(s) administered the surveys in the classrooms.
The lecturers gave all students extra credit if they returned a survey, whether it was completed or not. Therefore, all students received extra credit even if the participant in the study returned a "blank" survey to the primary investigator. This ensured fairness in the opportunity of receiving the extra credit as well as anonymity of the participants, as researchers, lecturers, or students did not know who actually completed the survey. Because the survey's violent questions could elicit adverse affects from past victims, contact information for free mental health services at the university's Counseling and Psychological Services was provided in the informed consent. The university's Institutional Committee for the Protection of Human Subjects approved the present research study.
Approximately 520 male students were recruited to participate in the present study and had a 71% response rate. The sample consisted of 370 male university students from diverse racial/ethnic backgrounds, with 64 % minority (n = 237). The sample had a mean age of 21.89 years with a standard deviation of 4.152 (Table 1 ). The sample size provided enough statistical power to find the desired effect if the effect was present. A power analysis was conducted to detect an estimated medium effect size (.06), a power of .80, with an α = .05 (Keppel, 1991) .
Measures
The Revised Conflict Scale. The Revised Conflict Scale (CTS2; Straus, Hamby, Boney-McCoy, & Sugarman, 1996) was used to measure specific behaviors involved in intimate partner violence: verbal, physical, and sexual. Using a 5-point scale (0 = never to 4 = always), respondents were asked to indicate how often during the past year, had the partner used any of the listed behaviors against the respondent (34 victimization items). Mean scores were calculated for verbal, physical, and sexual victimization. The reliability alpha coefficients for the three subscales in the present study were: verbal IPV, α = .86; physical IPV, α = .90; and sexual IPV, α = .73.
Symptom Questionnaire. The Symptom Questionnaire (SQ; Kellner, 1987) was used to measure four types of mental health symptoms of the participants: depression, anxiety, hostility, and somatic symptoms. The SQ consisted of 17 yes/no items for each type of mental health symptom (e.g., depression: feel like crying, feeling a failure; anxiety: feeling nervous, cannot relax; hostility: feelings of rage, hot tempered; somatic: tight neck, pressure on head). To score the instrument, each subscale was summed to compose the respective mental health symptom (yes = 1; no = 0; scores ranging from 0 to 17). For the present study, the reliability alpha coefficients for the four subscales were as follows: anxiety, α = .88; depression, α = .88; hostility, α = .91; and somatic symptoms, α = .86. The respondents took approximately 15 minutes to complete the survey.
Statistical Analysis
The statistical software Statistical Package for the Social Sciences (SPSS) 15.0 was used for all statistical analyses.
Descriptive statistics. Prevalence rate for female-to-male IPV was 39% (n = 144) for sexual IPV victimization, 44% (n = 163) for physical IPV victimization, and 81% (n = 300) for psychological IPV victimization (Table 1) .
Correlations. Pearson's correlations were conducted to address the first research question.
Research question 1: Is there a relationship between
three types of female-to-male IPV (psychological, physical, and sexual)?
All correlations were statistically significant, revealing strong positive relationships between the three different types of IPV (Table 2 ). The strongest relationships were between physical IPV victimization with psychological IPV victimization (r = .675, p < .001) and sexual IPV victimization (r = .630, p < .001). Sexual IPV victimization was also significantly associated with psychological IPV victimization (r = .521, p < .001).
Multiple regressions. Four standard multiple regressions were conducted to address the second research question.
Research question 2:
Is there an association between three types of female-to-male IPV (psychological, physical, and sexual) with the four types of mental health symptoms (anxiety, depression, hostility, and somatic symptoms)?
Multiple regressions analyses indicated that the variables included in the models significantly contributed to higher anxiety, F(5, 242) = 3.152, p < .01; higher depression, F(5, 243) = 2.581, p < .05; higher hostility, F(5, 243) = 3.600, p < .01; and higher somatic symptoms, F(5, 243) = 4.647, p < .001). Two models revealed that men who reported higher sexual IPV victimization were significantly more likely to report higher anxiety (t = 2.209, p < .05) and somatic symptoms (t = 3.604, p < .001) than men who reported lower sexual IPV victimization, after controlling for the other variables in the models. One model revealed that men who reported higher psychological IPV victimization were significantly more likely to report higher hostility (t = 2.368, p < .01) than men who reported lower psychological IPV victimization, after controlling for the other variables in the models (Table 3) .
Other analyses. Item analysis was conducted to explore, more in detail, the type of sexual IPV victimization that male victims were experiencing. Descriptive statistics revealed that the prevalence of "forced" sexual IPV victimization ranged between 3% and 4% whereas "insisted" sexual IPV victimization ranged between 18% and 27% ( Table 1) . Examples of "forced" sexual IPV victimization were, "My partner used threats to make me have sex" and "My partner used force (like hitting, holding down, or using a weapon) to make me have sex." Examples of "insisted" sexual IPV victimization were, "My partner made me have sex without a condom" and "My partner insisted on sex when I did not want to (but did not use physical force)."
Discussion
The present study examined the mental health symptoms among male victims of different types of IPV. Correlations revealed that sexual, psychological, and physical IPV victimization are all strongly related to each other, suggesting that a co-occurrence of IPV may happen when men are victimized. That is, male victims are likely to experience sexual and physical IPV victimization simultaneously. Multiple regressions revealed that IPV victimizations were related to increased mental health symptoms among male IPV victims. However, not all types of IPV victimization were associated with the same mental health symptoms. Males who reported more sexual victimization were more likely to have anxiety and somatic symptoms, whereas males who reported psychological victimization were more likely to have increased hostility. Therefore, men who were psychologically and verbally abused by the intimate partner were more likely to become hostile toward others or the partner. Men who were sexually victimized by the intimate partner were reporting being tenser, panicky, headaches, stomachaches, and tight neck.
This study revealed that male victims experienced much more "insisted" sexual coercion than "forced" sexual coercion. Therefore, having a female intimate partner who insisted to have sex when the male did not want to have sex may have elicited anxiety and somatic symptoms. It may be that the socialization of men to be sexual clashes with the reality that there will be a significant percentage of times that men will not want to have sex with the intimate partner and having a woman demand for sex when it is not desired may cause internal emotional distress. A man saying "no" to sexual intercourse may be perceived as socially unacceptable and therefore, elicit mental health symptoms.
The findings from the present study should be taken with caution. First, the study uses a cross-sectional design and therefore, cannot determine cause and effect of IPV victimization and mental health symptoms. Additionally, the mental health issues may be from another traumatic event from childhood or adulthood. A limitation of the study is that the sample was comprised of university students who were fairly homogeneous in age and education (although racially and ethnically diverse). Studies have consistently shown that community-based samples are significantly different than shelter agency samples (e.g., Johnson, 2001) . Therefore, results would, at best, be limited to generalizations to other university samples.
The sampling method is also a limitation as only psychology and business students were included in the study. Additionally, 29% of the sample chose not to participate in the study, which may be a group that differed significantly from those who chose to participate in the study. Of those who participated, social desirability or memory may have influenced the responses of the participants. Although the surveys were anonymous, it is likely that other students or faculty who were present during the completion of the survey could have influenced the participant's responses, possibly underreporting the frequency of experienced violence and mental health symptoms. Finally, another limitation is the use of the CTS2 (Straus et al., 1996) to measure IPV among university students. The CTS2 measures only frequencies of different types of violent tactics (behaviors) but does not measure the context in which the violence occurred. In this study, the CTS2 was used to find that males were physically, psychologically, and sexually victimized by their female intimate partners. However, the instrument does not measure the context of how the violence occurred, which is a major limitation. The woman may have been violent toward that man because she was trying to defend herself from his violent behavior or she may be a violent perpetrator. Additional instruments or questions are required to elicit the context of the violence. The CTS2 is a great measure of behaviors but not the context. 
Conclusion
The results from the present study revealed a high prevalence of psychological abuse, physical violence, and sexual coercion in dating relationships, which supports past research (e.g., Fiebert, 2004; Próspero & Vohra-Gupta, 2007) . Additionally, the study's findings support past studies that have identified mental health symptoms among male victims of IPV (Fergusson, Horwood, & Ridder 2005; Huang & Gunn, 2001; Prospero, 2007) . The current study added to the current literature by revealing specifically how three types of female-to-male IPV victimization (sexual, psychological, and physical) are differently associated with four types of mental health symptoms (anxiety, depression, hostility, and somatic symptoms). Interestingly, this study revealed that male victims of sexual IPV were more likely to report anxiety and somatic symptoms, and most of the sexual victimization reported was sexual coercion taken in the form of insistence for sex from the female intimate partner. Therefore, taking these two findings together, the author(s) posit that insistence of sexual victimization by the female partners is affecting mental health symptoms of the male victims. This finding uncovers the possible adverse effects of the socialization process of how men and women learn gender, where men/women must perform masculine/feminine behaviors constantly throughout every social interaction to be socially accepted as a man/woman (West & Zimmerman, 1987) . A man's refusal to his female partner's insistence for sex may threaten his masculinity. Threatening a man's masculinity may lead to external behaviors, such as future violence, as posited by some theorists (e.g., Miedzian, 1991) , but may also lead to internalized feelings of inadequacy from not fulfilling the sexual role of a masculine male partner. This is an idea that needs rigorous exploration and testing.
This latter finding has implications for primary prevention at the macro level. The socialization process of gender may have created unrealistic expectations of what it means to be a man or woman, specifically with sexual behaviors. Outreach efforts by primary prevention workers and media should take place to resocialize and teach men and women that it is socially acceptable for men to refuse sex from a woman, even from his intimate partner. This would follow the present day efforts for men and boys to stop sexual coercion when a woman or girl says "no."
Future research should focus on qualitative explorations of male's lived experiences to further understand the victimization of these males. Narratives would provide the contextual framework for the sexual coercion that men experience, which may produce emotional distress. Identifying the process may contribute to a better understanding of how to address sexual coercion of men.
The findings from the present study can also be useful information for mental health professionals who work with male victims, couples, and families involved in family violence. Practitioners should be aware that, in certain domestic disputes, mental heath symptoms might differ in male victims of IPV depending on the type of IPV victimization. Additionally, mental health professionals should be aware of the co-occurrence of IPV victimization, and therefore, should assess for multiple forms of abuse in male victims.
